Since 1985, over 1800 000 donations have been screened by the West Midlands Regional Blood Transfusion Service for antibody to HIV. Twelve regular donors gave three or more donations that were alternatingly positive and negative in the screening test, but not confirmed to be HIV positive by supplementary testing. Extensive investigation of six of these donors, including the polymerase chain reaction (PCR), failed to confirm HIV infection. The donors were reassured but, nevertheless, retired to comply with the guidelines of the National Blood Transfusion Service. These findings indicate that, for UK donors, ambiguous serological findings are unlikely to reflect HIV infection. On the rare occasions where serological results are particularly ambiguous, PCR testing of donors' blood may be helpful. (J7 Clin Pathol 1995;48:865-867) 
According to the policy of the United Kingdom Blood Transfusion Service for screening for HIV, a donation that tests repeatedly positive by the screening test should be discarded after an aliquot has been sent to a HIV Reference Centre.' If the confirmatory tests prove to be positive, the donor is counselled and retired from the panel. However, should the confirmatory tests yield a negative or equivocal result, the donor's record at the Regional Blood Transfusion Centre is to be "flagged" so that, although the subsequent donation is also discarded, it is retested by the screening and confirmatory tests. The tests that are particularly difficult to interpret; the six donors described in this report are examples.
We believe that we owe it to blood donors to investigate their repeatedly positive results extensively despite the added expense and the time required. The reasons for repeatedly false positive results in screening tests are largely unknown, but this should not mean that the donors are left unsure as to whether or not they have the HIV infection with all the difficulties associated with this diagnosis. Donors' tangible expression of concern for others should, if at all possible, not be allowed to become a source of worry for themselves4; they deserve reassurance whenever possible. figure) . A bone scan showed increased uptake of the isotope at the diaphysis ofthe femur consistent with a metastatic malignancy or primary bone tumour. As there was thought to be significant risk offracture through this lesion, intramedullary nailing of the bone was performed. Reamings taken from the femur were examined histologically and found to contain macrophages, lymphocytes and haemopoietic cells but there was no evidence of malignancy. Following surgery, the patient made a good recovery. Nerve conduction studies showed changes attributed to critical illness polyneuropathy.
His past medical history included splenectomy at the age of 45 for massive splenomegaly after several painful splenic infarcts, and a right upper lobectomy for squamous carcinoma of the bronchus when aged 55 years.
A skeletal survey during this admission showed an abnormality of the bony trabecular pattern in the head ofthe left humerus, thought to be due to fibrous dysplasia, previously noted in 1960 at which time no abnormality of the left femur was reported. No bone scan was done at the time of lung resection.
Six months later, despite regular post splenectomy prophylaxis with penicillin V, the patient developed a fatal pneumococcal pneumonia and septicaemia. A postmortem examination was not performed.
Discussion
Idiopathic myelofibrosis is a chronic myeloproliferative disorder characterised by marrow
